patients attended the sexually transmitted diseases (STD) clinic in Zaria, northern Nigeria. The male-to-female ratio of attenders was 6:1. Postpubertal gonorrhoea accounted for 28-1lo of cases, non-specific genital infections for 22 4%, and syphilis for 1 20o. Illiteracy, polygamy, the purdah system, widespread prostitution, and inadequate facilities are factors aiding the spread of these diseases in northern Nigeria.
Introduction
Despite their widespread economic and social impact there is still little information on the prevalence of the sexually transmitted diseases (STDs) in the developing countries.' Even in Nigeria, with its vast human and material resources, up-to-date reports on these diseases are available from the southern part of the country only.'-3 In northern Nigeria information on STDs is scanty."7
The metropolis of Zaria, with a population of about half a million people, is an important strategic town in northern Nigeria. It used to be the capital of one of the famous seven Hausa states. For many years it had the largest number of institutions of higher learning in northern Nigeria, including the largest university in Nigeria, and until recently the only university in the whole of northern Nigeria. Zaria is 150 kilometres south of the international air terminus, Kano, and is on the major road and rail routes that link the north with the southern part of Nigeria. Microscopical examination of anorectal swabs in prepubertal girls was performed to eliminate possible infection with Enterobius vermicularis (thread worm), which is not an uncommon cause of vulvovaginitis in young girls." 12 Parasites were not seen in the material from our patients.
Discussion
Of the patients in this study, 61 % were aged between 20 and 29 years compared with 51% and 4041 seen in Ibadan and Lagos respectively.23 The difference was probably because most of our patients (29 4%) were students. The male-to-female ratio of 6: 1 illustrates the negative effect of sociocultural factors on the control of STD in northern Nigeria. The religious practices of polygamy and purdah place some restrictions on women but do not restrict men from promiscuous sexual behaviour. Consequently, the men often infect their wives. These infections often result in marital disharmony and divorce; the unfortunate women often resort to prostitution. Since the purdah system prevents women from leaving their homes in the day, clinics held at night might be a helpful alternative. Unfortunately, too few workers and security and transport problems at night are obstacles to this approach. The high male-to-female ratio suggests that homosexual practices may be common in northern Nigeria. All our patients were routinely asked about their sexual orientation, but none reported any homosexual contact. The higher incidence of postpubertal gonorrhoea compared with that of nonspecific genital infections disagrees with reports from most parts of Africa' but agrees with those in Zimbabwe.'3 A possible explanation may be that most of our patients were well informed students who sought advice early rather than treat themselves, which could lead to elimination or suppression of gonococcal infection.
The patients with schistosomiasis (Schistosoma haematobium) in this study presented with either urethral discharge or dysuria or both, thus mimicking gonorrhoea. Interestingly, most of these patients initially had haematuria, which they ignored until they had had sexual contact. Most of these patients came from areas endemic for schistosomiasis where haematuria was believed to be a physiological C S S Bello, 0 Y Elegba, and J D Dada process in young boys and girls. The dangers associated with this "pseudo-gonorrheal disease" have already been reported. '4 Syphilis was diagnosed in only 1 2% of patients compared with 2-5% reported from Ibadan and 14 4% from Lagos.2 3 Syphilis seems to be more common in northern than in southern Nigeria because of the cross protection by yaws in the south (Osoba, personal communication). Because most of our patients were seen early, the clinical features of syphilis were possibly suppressed by routine treatment for gonorrhoea. None the less, this issue needs reappraisal in the light of the declining protection from yaws in southern Nigeria.
Prostitutes and casual contacts were the main sources of infection in northern Nigeria. A recent survey by one of us (Bello, unpublished data) shows that college girls, who form the majority of casual contacts, had the largest reservoir of asymptomatic gonorrhoea in Zaria. The epidemiological importance of, and control strategies for, these groups in developing countries have recently been highlighted by Plorde.'5 We are grateful to the National Science and Technology Development Agency (NSTDA) for funds to equip the clinic and to Professor L J Egler for his encouragement and sustained interest in the growth of the clinic. We also thank the staff nurses who worked in the clinic over the years and the technologists in our department for their technical assistance. Finally, we thank Professor A 0 Osoba for his useful criticisms and Mrs Anne Parsons for her secretarial assistance.
